The discussion was resumed by Dr. Glaister, who said that> after the previous very exhaustive consideration of the subject from a bacteriological standpoint, he proposed to limit his remarks to three points?viz., the statistical, the preventive* and the narration of cases.
We have, then, to fall back on the localisation of the irritation, which is chiefly confined to the tonsil. If it passed beyond, it would spread by continuity of tissue, and always have distinct lines of demarcation, its chief course being along the edge of the soft palate to the uvula.
There was usually less difficulty in distinguishing between a scarlatinal and a diphtheritic throat, as the presence of a rash rendered the diagnosis in most cases easy. But there were cases where the rash was so ephemeral that it was not observed, and doubt might arise before the rash appeared. An important guide was the fact that vomiting at the commencement of diphtheria was not a common thing, whereas it was rarely absent in scarlet fever. The tongue in the early stages of scarlatina was thickly coated, and as the disease advanced it began to clean from before backwards, leaving the characteristic " strawberry" appearance. In diphtheria the tongue might be quite clean, and rarely presented the dirty, furred appearance of a "scarlet" tongue.
An acute tonsillitis was present in scarlet fever, and no part of the throat structures escaped congestion. The great help, however, was the appearance of the typical punctate rash on the palate. This came early and stayed late, and the covering of the palate being epiblastic structure, the same appearance was presented there as was seen on the skin.
In the fourth week, or perhaps later, of scarlet fever, ulcerative changes might begin on the throat. These might appear as small holes in the hard or soft palate, and might, with clean-cut edges, perforate the soft structures there. This destruction might go on until all the soft tissues of the throat, nose, and ear were destroyed, and the bones became exposed. In one case which he had seen, so extensive was the ulceration that the contents of the stomach were vomited through the ears as well as through the mouth and nose. But a milder form of this condition was very apt to be mistaken for diphtheria. There was destruction of the mucous membrane, with the exudation of lymph on the floor of the ulcer formed. This had quite a different appearance in life from what was observed after the parts had been removed post-mortem. This was, no doubt, due to the confusion arising from the reflection of the light from the concave walls of the buccal cavity. On trying to remove the supposed membrane, difficulty was encountered, and bleeding followed, just as was the case in diphtheria. This condition might be mistaken for postscarlatinal diphtheria, which was supposed to be so common.
In septic and syphilitic conditions of the throat there was always necrosis, whereas in diphtheria this was an extremely rare thing, unless, in the endeavour to destroy the organisms, the living tissue cells also had been destroyed. 
